I. Introduction
The longer life expectancies that have resulted from widely available preventive medical care have led to an increasingly aging population and, consequently, larger numbers of people who die from illnesses such as cancer, stroke, heart disease, and dementia.' This growth in the older population in turn places pressure on the health care system to care for an increasing number of older, seriously ill adults. Yet, in a medical system that still focuses on treatment and cure and that tends to deliver acute and intensive interventions even near the end of life, palliative and hospice care remain underutilized. 2 These patterns are even more pronounced among racial and ethnic minorities, but nearly all segments of the population near the end of life could benefit from increased and earlier access to palliative and hospice care. The concurrent overutilization of therapeutic care and life-prolonging technologies in dying patients results in many situations in which patients suffer unnecessarily from adverse effects and other sorts of iatrogenic harm.
In current medical practice, palliative care provided prior to hospice care is reimbursed by a different mechanism from hospice care.' This segregated reimbursement mechanism perpetuates a variety of misconceptions about palliative and hospice care. These misconceptions in turn contribute to the underutilization of palliative care. Part of the solution to increasing utilization of palliative and hospice care is to remove the artificial dividing line in terms of both payment and perception between therapeutic and palliative care and to focus instead on training health care professionals to integrate the two.' In addition, for terminally ill patients, palliative and hospice care should function together seamlessly as a continuum of interventions appropriate to each stage of the illness rather than as two separate steps, and palliative care should commence as soon as it potentially could benefit the patient, even while therapy is ongoing. Successful utilization of palliative care as soon as it is medically appropriate requires not only that physicians outside of the palliative care specialty receive training about its benefits but also that physicians learn to communicate better with patients about their choices for care during serious illness. To facilitate these goals, policymakers must amend relevant law to harmonize the payment systems for palliative and hospice care and to avoid perpetuating the artificial dichotomy between therapeutic, palliative, and hospice care. 7 Even then, however, the obstacles to integration are substantial and entrenched.
II. Overutilization of Therapy and Life-Prolonging Care
Medicare data clearly demonstrates that the United States spends substantial health care dollars in the last year and, especially, in the last weeks of life. Approximately one-third of medical expenses for the last year of life are spent in the final month, and high-intensity therapies and other interventions in that final month account for nearly 80% of these costs. 8 The latest numbers suggest that about 30% of Medicare patients spend time in an Intensive Care Unit (ICU) in the last thirty days of life or die in an ICU. 9 Many patients also receive aggressive interventions, such as cardiopulmonary resuscitation and ventilator support in acute care settings, even when near death. hospice care has been shown to reduce ICU admissions, tube feeding, and hospital transfers in the last three months of life.' 3 Nevertheless, the overall effect of increased hospice use has been to increase Medicare spending for. the nursing home population, mainly because the growth of for-profit hospice providers has led to the enrollment in hospice of residents without cancer, whose life expectancy is more difficult to predict.14 Despite this uptick in overall utilization of hospice care, concerns remain about care in the final month of life. Recent data suggest continuing concerns about pain management, management of dyspnea, and attention to anxiety, depression, and spiritual concerns during the last month of life.' 5 At one level, this heavy spending at the end of life is unsurprising-it makes sense that many dying individuals will require substantially more medical care at this point in their lives than previously. The more challenging question is how much of this care is "appropriate" in the effort to prolong life and at what point should the focus turn from prolonging life to ensuring a "good death." The answer to this question, as with all complex questions, is "it depends." The usual measure for evaluating medically appropriate care is whether it comports with the individual patient's preferences, 6 although it is also 14. See id. at 1829 (finding that this growth in for-profit enrollment, coupled with a per diem reimbursement rate for ospice care, has actually resulted in an average net increase of $6,761 in Medicare payments per deceased resident between 2004 appropriate to consider the effects of medical care utilization on the patient's experience of dying and on the resources of the health care system. Although patient preferences regarding intensiveness of cancer care and end-of-life care vary widely, most patients prefer care that enhances comfort and allows them to remain at home during the final months, rather than inpatient therapeutic care at the very end of the illness.
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A. The Benefits of Palliative and Hospice Care "Palliative care," in the purely clinical sense, refers to medical care intended to alleviate symptoms associated with illness, whatever the patient's prognosis.'" Depending on the individual patient's circumstances, this type of care may address pain, shortness of breath, insomnia, depression, nausea, and lack of appetite, among other symptoms.1 9 Palliative care is appropriate for a broad array of illnesses and conditions including both chronic and terminal illness. The broader meaning of palliative care is more interdisciplinary, however, and focuses on quality of life. Key principles of palliative care include not only physical symptom management, but also increased attention to the whole patient, open and honest communication, and attempts to set medically appropriate goals. 20 Although access to palliative care services in the United States is improving, many hospitals still lack palliative care programs. The latest research shows that 67% of hospitals with fifty or more beds have a palliative care program and that 90% of hospitals with 300 or more beds have such a program.' In addition, palliative care programs are more prevalent in some regions of the country, such as the Northeast, than in others, leading to overall inadequate access to palliative care in certain places. 24 Finally, there is a documented shortage of palliative care specialists overall, which creates an additional hurdle to access for many patients.
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"Hospice" refers to care provided at the end of life and includes palliation of physical symptoms along with psychological, spiritual, and family support through an integrated team of professionals.' others in order to improve the quality of life of seriously ill patients) [ Hospice care prioritizes the management of symptoms (such as pain, depression, or difficulty breathing) over the treatment of the disease itself. 27 Hospice may include in-home care by trained nurses and physicians or inpatient care at a specialized facility or skilled nursing facility, as well as support for the patient's family through respite services, counseling, and grief counseling.2 Hospice by definition is a subset of and includes palliative care, but palliative care does not necessarily require that a patient enter a hospice program or even that the patient be terminally ill.
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Providing access to good palliative care as soon as it is medically appropriate is essential to improving patient outcomes and avoiding distressing symptoms. In fact, a growing body of evidence demonstrates that an emphasis on palliative care, in conjunction with carefully considered therapeutic care, can improve patients' quality of life and even prolong survival.' At the same time, more therapeutic and life-prolonging interventions at the end of life are associated with poorer outcomes.
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More specifically, a number of recent studies suggest that delays in implementation of palliative care or the involvement of a palliative specialist, immediately upon commencement of invasive and debilitating treatment, results in poorer quality of life for patients and more use of invasive care at the end of life. One study of patients with met-27. Id. at 114-15. astatic non-small-cell lung cancer found that patients who received palliative care very early in the treatment process lived significantly longer and reported better mood and quality of life than the control group who received only standard therapy. 32 The same study also suggested that the combination of palliative with standard oncology care "may facilitate the optimal and appropriate administration of anticancer therapy, especially during the final months of life." 33 Other studies add weight to the case for early introduction of palliative care. For example, another study of cancer patients found that palliative care that commenced more than ninety days before death resulted in lower rates of inpatient hospitalization, ICU, and emergency department utilization compared with late referrals to palliative care." In another study of patients with various forms of advanced cancer, patients who received early palliative care as outpatients reported no difference in quality of life at three months based on one scale (compared with patients who received routine cancer care), but reported significantly improved quality of life and satisfaction with care on other scales.' By four months out, the palliative care group reported significant differences on all but one of the measures used, suggesting that early palliative care intervention provides real benefits.
See
3 6 Based on these and other studies, the The benefits of early palliative care extend beyond cancer patients. In a recent study of patients suffering from breathlessness as a symptom of various advanced diseases, patients assigned to a support service group that provided symptom palliation combined with physical therapy and breathlessness management techniques reported improved control over their symptoms and survived longer than the control group." In another study of seriously ill patients with cancer, emphysema, or congestive heart failure, dyspnea improved among those patients who were randomly assigned to usual care plus comprehensive care from a palliative care team.' In addition, their spir- itual well-being was reported as better than the standard care group, and more of the intervention group completed advance directives.
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There was no reported difference in pain, anxiety, or depression, or in utilization of the emergency department, hospitalization, or site of death. 42 Another similar study of outpatients reported greater patient satisfaction among the palliative care group, along with lower total average health care costs, higher advance directive completion, and longer hospice stays. 43 All of these measures indicate that early integration of palliative care on an inpatient or outpatient basis can improve patient satisfaction and mood, and can lead to lower rates of acute care utilization and hospitalization, and reduced costs. To the extent that this less intensive approach to care at the end of life comports with individual patients' goals and preferences, increased palliative care use for patients receiving therapeutic care has the potential to benefit patients, families, and payors.
The distinction between palliative and hospice care is artificial when the goal is to provide palliation of symptoms and psychological supportive care for patients (and families) throughout the entire course of terminal illness. It is important to avoid treating palliative care as something that one implements only when cure is unattainable. Instead, the goal should be to encourage physicians who are providing treatment to consult and include palliative care specialists in the care plan from the outset.
There are, however, several obstacles to the achievement of this goal. Part of the problem arises from poor communication between physicians and patients and poor underlying understanding on the part of physicians about what palliative care is and when it is appropriate.' Many physicians themselves misunderstand the idea behind palliative care and thus are understandably reluctant to initiate a discussion of palliative care with patients who are beginning or in the middle of an invasive and debilitating therapeutic regimen. 45 They also do not understand because they have not been appropriately trained in how to discuss advance care planning with patients. 46 Separately, as explained more fully below, payment systems create an arti- ficial dichotomy between palliative and hospice care." Most insurance, including Medicare, requires patients to cease active therapy in order to become eligible for coverage of hospice," a decision that some patients may resist because it represents relinquishing hope for a cure. For these reasons, within the continuum of care for terminally ill patients, when to initiate palliative care and when to transition to hospice pose conundrums, particularly when patients are not wellinformed about their prognosis and their options.
B. The Artificial Payment Distinction Between Palliative and Hospice Care
It is difficult to overstate the complexity of coding, billing, and payment for health care services in the United States. The interplay of health care providers and payors inspires frustration among providers, 49 who subconsciously may tailor treatment decisions to avoid or minimize frustration with reimbursement processes.e In addition, traditional payment/coverage rules, inspired by Medicare," erect barriers to appropriate utilization of palliative and hospice care. There is great room for improvement in the overall payment method for therapeutic and palliative care on one hand and hospice care on the other. Even once a patient on the path toward death has begun to accept the endpoint, traditional payment rules require what the patient may perceive as premature renunciation of all hope of recovery before hospice care will be covered.
First, incorporation of palliative care into a treatment plan concurrently with curative measures poses financial questions for a health care institution. A hospital or other facility must begin with generally applicable questions of profitability, just as it must with any other line of business.
5 2 A palliative care perspective, generally speaking, advocates a "less is more" approach to late-stage, high-intensity treatments, focusing on quality of life instead of extent of life remaining." In a fee-for-service setting, such lower-intensity care generally will result in less billing, and thus less payment generated.' While palliative care services also reduce costs, it may be difficult to recognize and illustrate the cost reductions when determining profitability line-by-line. 5 In other words, palliative care initially may create concerns among facility administrators because it reduces reimbursements; they will fully recognize the benefits of palliative care only after also analyzing the cost reductions attributable to it. Furthermore, even if committed to providing palliative care, an institution will face many challenges in billing for it. In 2015, the Centers for Medicare and Medicaid Services (CMS) resolved one of those challenges by approving two billing codes for advance care plan- 54. Id.
55.
Id. This would not apply to value-based payment systems pursuant to which CMS pays for quality rather than quantity of care. Id. at 744 (noting that palliative care "has always been associated with quality" and quality measures are increasingly taking account of overutilization of services such as ICU admission and underutilization of services such as hospice and palliative care).
ning.' "Advance care planning" encompasses in-person discussions between or among physicians or other qualified health care professionals, the patient, famirly member(s), and surrogate, if appropriate, "about the care [the patient] would want to receive if ... unable to speak for [him or herself,] including the explanation and discussion of advance directives such as standard forms (with completion of such forms, when performed)." 57 CMS thus responded to numerous calls for financial recognition of the benefits of such documentation-related counseling. 8 But challenges still remain for institutions attempting to determine how to bill and be reimbursed for non-hospice palliative care. 59 For example, outside of hospice care, an institution operating on a fee-for-service model cannot bill for chaplain or social worker services," yet palliative care depends on interdisciplinary teamwork from these and other professionals.
Individual physicians face similarchallenges. On the bright side, they may use CMS's billing codes to be paid for advance care planning61 and they may "bill and be reimbursed for palliative care services and consultations under Part B," 62 and licensed clinic social workers.' In the ideal setting, however, in which therapeutic measures and palliative care are provided concurrently, the associated complexity of required documentation may chill the willingness to bill for (and thus perhaps provide) palliative care. Literature indicates that medical professionals are beginning to consider and study the incorporation of palliative care in such diverse settings as the ICU' and the Emergency Department (ED)." In 2012, the medical journal CHEST devoted an entire five pages to an article instructing physicians and coders in the complex art of coding for the provision of palliative care in the ICU.' In the ED, physicians have expressed concern about lack of documentation from the patient's primary care physician that would appropriately enable them to engage in palliative care consultation. 67 Increased primary care documentation of advance care planning conversations presumably would assist by enabling more ED-provided palliative care consultation,6 but until recently the time taken to complete that documentation was not billable. 69 To the extent that such documentation could be expected to occur now that CMS has authorized billing codes for those conversations, one unanticipated result may be greater physician willingness to provide palliative care in the ED. Nevertheless, other barriers remain: lack of knowledge about palliative care, complex coding, the perception that ED physicians and palliative care physicians play very different roles in medicine, lack of patient-specific information, and lack of time, among others. Outpatient palliative care services 70 also are effective and may facilitate early access, but the outpatient setting erects even more barriers to reimbursement for the services of non-physician providers Finally, reimbursement obstacles are not eliminated once a patient qualifies for hospice care, even though Medicare has a hospice benefit and it is a per-diem rate meant to capture all costs of not only medical professionals, but also the rest of the interdisciplinary team. Medicare currently pays for hospice services only if a terminally ill individual foregoes payment for certain other medical services: those "related to the treatment of the terminal condition for which hospice care was elected or a related condition." 7 9 In other words, patients must forego coverage of curative care to receive coverage of hospice care.
The distinction between care intended to cure a terminal condition and care intended as palliation is less straightforward than it might appear. Certainly CMS intends that Medicare will pay for treatment of a terminally ill cancer patient's broken leg even if also paying hospice benefits. icare payment for dialysis for Medicare to fund hospice services.
81 If, however, that patient is terminally ill with another disease, Medicare will pay for the dialysis, while also funding hospice services and requiring waiver of benefits for treatment of the terminal illness. 82 Moreover, some treatments can be either curative or palliative, depending on context. Physicians may use chemotherapy and radiation to attack a disease, but both can be used to ease pain and other symptoms. 83 This false dichotomy impacts both providers and patients considering whether hospice care is appropriate. In one striking study, researchers investigated levels of knowledge about Medicare payment among registered nurses, nurse managers, and social workers.8 4 They sought to determine whether and to what extent these professionals understood the ability to receive Medicare reimbursement for both dialysis treatment and hospice services when the patient was terminally ill due to something other than ESRD. 8 5 The researchers concluded:
"Confusion exists when evaluating a patient with ESRD for hospice services .... Hospice organizations interpret Medicare regulations differently, making discontinuation of dialysis conditional in some programs, while not a condition in others."" Such confusion can negatively influence not only the advice patients receive, but also the timing of referrals to hospice. The requirement that a patient forego curative treatment for the terminal condition to obtain hospice benefits also inhibits patient comfort. First, it may preclude relief of symptoms associated with the curative treatment. 87 Second, renouncing curative treatment requires accepting impending death, and patient reluctance to do so can 87. Cf. Powers, supra note 21 (noting that "[t]he requirement to cease active therapy in order to qualify for Medicare hospice benefits may be a relief for cancer patients but not necessarily so for patients with other diseases for which disease therapy may also bring relief of symptoms").
postpone initial election of Medicare-funded hospice care." Additionally, " [d] ue to a variety of cultural influences, some Hispanic and African-American patients may never be willing to renounce curative care, even after they have accepted impending death." 89 In sum, the currently existing false payment dichotomy between therapeutic and palliative care on one hand and hospice care on another serves as an obstacle on the path toward high-quality, culturally competent endof-life care.
III. Facilitating the Integration of Palliative and Therapeutic Care and Optimizing the Transition to Hospice Care
Recent efforts to develop patient-centered care for people with advanced illness promise improvement in the experience of dying, at least in theory. But the implementation of these efforts will require a complex and multi-factorial approach that includes training of health professionals, reform of payment structures and "siloed" care delivery models, and the willingness of physicians, patients, and families to participate.' Plenty of evidence illustrates the benefits of early and integrated palliative care and well-timed hospice care within the healthcare system as it currently operates. But achieving optimal endof-life care will require a complex set of reforms across many layers of our healthcare system in order to implement the needed changes.' Three of the most significant are improving communication with patients and families, working interdisciplinarily with a variety of professionals to care for the whole patient, and eliminating the false payment dichotomy. 
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A. Early and Truthful Communication with Patients and Families'
Improved education, both in medical school and as part of continuing education, about effective patient communication can foster participatory decision-making and meaningful conversation between physicians and seriously ill patients and their families. 93 There are, however, a variety of obstacles to physicians and patients discussing care at the end of life. As a culture, we have embraced the idea that it is acceptable, even desirable, to take extreme measures to delay death." The desire of physicians, patients, and families to "do everything possible" comports with and perpetuates the belief that maximal utilization of life-prolonging measures and high-intensity therapies constitutes "the best" health care. Although attitudes among health care providers are shifting, not long ago it was common to interpret good care as demanding every available, medically relevant treatment. 95 Even as more commentators argue against the presumption in favor of utilizing medical technology simply because it is available, 96 the evidence suggests that a systemic overutilization of . . has moved from the sphere of the accidental and fortuitous -where death was once the companion of all age groups, beyond the help of medicine, politics, and economics-to the realms of high science and established psychological and political expectation. The technological imperatives that transformed the nature of medicine from caring to curing have no less profoundly affected our idea of health, moving it from a nebulous hope to a fundamental human and social requirement. End-of-life communication poses serious challenges to physicians, many of whom struggle with feelings of failure when they cannot provide a cure." Many oncologists, as well as other physicians, lack training in how to have difficult conversations with seriously ill patients and their families." Because physicians can find conversations with seriously ill patients challenging, either due to lack of training or individual temperament, they are likely to avoid the conversations altogether or resort to non-specific statements about patient prognosis and the potential utility of additional treatment. Many physicians avoid or postpone disclosing details about patients' prognoses or spontaneously initiating discussions about ending therapeutic care and making the transition to hospice. 9 Physicians also tend to be unlogical nature, ought not to be seen as the primary target for health care, particularly when most of us now have the chance to live a full life" and observing that, paradoxically, as our society has become healthier, people have begun to worry more about health and to spend more technological resources on maintaining it); see also of physician poll respondents reported having had training in end-of-lfe discussions and 46% said they were unsure say they frequently or sometimes feel unsure of what to say during them).
99. GAWANDE, supra note 96, at 167-68 ("You worry far more about being overly pessimistic than you do about being overly optimistic."); see also Nancy L.
Keating, et al., Physician Factors Associated With Discussions About End-of-Life Care,
CANCER, 1, 4 (2010) (concluding that most physicians surveyed indicated that they
VOLUlvE 25 duly optimistic about prognosis or potential efficacy of therapy,'" and some physicians admit to lying to patients during discussions of prognosis.
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There is good reason to try to reverse these trends and communicate openly and honestly about prognosis and potential for therapeutic efficacy, and the intercession of palliative care specialists can help. Talking with patients about end-of-life preferences while patients are still receiving therapeutic interventions can help patients confront death or at least consider that they may not survive their illness, and research suggests that this sort of conversation is not stressful per se.
102 These discussions also can assist patients in making more informed choices about whether and how to proceed with treatment versus focusing on palliation of symptoms. ing of their prognosis and the benefits and risks of treatment.
it recommends a "working list of components" that might include "a description of the diagnosis; a frank discussion of the prognosis (with a reasonable forecast of survival) and curability; explicit discussion of the medically appropriate goals of treatment; use of a standardized symptom assessment tool,... psychosocial assessment and support; and involvement of hospice early in the remaining lifetime of patients with a life-ending illness (for example, an informational visit three to six months before the person is expected to die)." 1 04 As an aspirational list of talking points, this "working list" is excellent, but research suggests that these conversations do not happen as frequently or as soon as recommended. 10 s Physicians may worry that discussing these matters with patients will generate anxiety or may give the patient or family the idea that the physician is abandoning the patient's care. The occasional patient or family member who, upon hearing the word "hospice," reacts angrily and accuses the physician of giving up on the patient may discourage physicians from raising the topic spontaneously, even when the physician believes that the timing is appropriate.'"' Nevertheless, physicians must recognize the importance of these conversations and proceed gently and with sensitivity to the patient's and family's ability to process relevant information. 107 When done well, these discussions can provide a pathway to earlier utilization of palliative medicine and hospice, while avoiding unwanted or aggressive care and its accompanying adverse effects. Physicians, however, understandably Still, these skills can be taught and learned, and there is now substantial effort from a variety of stakeholders to provide content and programs to practicing physicians. For example, the American Society of Clinical Oncology's "best practices" model recommends a series of conversations with patients with terminal cancer diagnoses, with content to reflect the patient's evolving medical condition.c" This recommendation is consistent with the reality of terminal illness -that patients' situations evolve over time, that prognosis and response to therapy are not predictable, and that, therefore, a series of conversations at various decision points makes good sense.
In addition to providing comfort care to address physically and emotionally distressing symptoms, the presence of an active palliative care team can help to bridge the communication gap between clinicians and patients and among patients and their families. With respect to patients and families, palliative care teams can help to frame decisions and options, explain risks and benefits of available options based on sound evidence, and offer different ways to approach decision-making for seriously ill patients."'o Clinicians who refer patients to palliative care services that include communication support appre- 116. See id. at 5 (describing some clinicians whose patients equated palliative care with hospice and the challenges of assuring these patients that they were not "giving up" on the patient); see also Nada Fadul et al., Supportive Versus Palliative Care: What's In a Name?, 115 CANCER 2013, 2016 (2009) (discussing the common misunderstanding of palliative care as being "hospice" and thus creating a barrier to early introduction of PC and finding that oncologists themselves preferred to use the term "supportive care" rather than "palliative care" with cancer patients at various stages of treatment). VOLUME 25 managers of the patients' illnesses and found that introducing palliative care early in the treatment relationship reduced patients' perceptions of "abrupt transitions which might be perceived as being abandonment."n 1 Finally, participating clinicians also reported personal benefit from involving palliative care teams when discussing difficult information about prognosis with patients and families.
1 8 In sum, this follow-up study of clinicians who participated in the primary therapeutic and palliative care integration study amply demonstrates the benefits of training oncologists and other cancer clinicians about the multi-faceted role that palliative care teams can play in the care of seriously ill patients and families. The same lessons surely would apply in the context of other specialties that routinely care for seriously ill patients.
B. Interdisciplinary Teamwork and Interprofessionalism
The current system creates an artificial dichotomy between curative and palliative care as well as perpetuating a divide between palliative and hospice care. Physicians who practice in the "curative" role tend to focus on clinical problem solving, will continue to advocate for therapy even when the prognosis is grim, and may often view death as a failure. Physicians who practice in the "palliative care" role focus on the patient as a whole person rather than as a disease diagnosis and will view unnecessary suffering at the end of life as a failure. When care for a seriously ill patient integrates curative goals (for as long as they are clinically appropriate) with palliative goals, the patient, the family, and the physicians are better off. There is no reason to keep these goals separate or to provide these two types of care only sequentially.1
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Perhaps most relevant in the context of the therapy/palliative care dichotomy, medical education generally lags behind in teaching the benefits of integrated palliative care across a variety of specialties. Physicians are reluctant to discuss treatment choices in the broader 117. See Perspectives on Palliative Care, supra note 114, at 6. 118. Id. at 8 (explaining that oncologists vary in their abilities and comfort with communicating information about serious illness and that some clinicians find more satisfaction in learning and utilizing good communication techniques than others). context of patient preferences and realistic predictions of prognosis, in part because medical education still emphasizes therapy (with the goal of curing the patient) as opposed to care of the patient as a whole. 120 There is little pedagogical focus in medical schools on endof-life care, including palliative and hospice care. 12 1 The predominant medical school curricula still fail to focus on "care," a broader term that is not exclusively about preserving life, but rather about caring for the patient in optimal ways and alleviating suffering, even when illness is severe or death imminent.12 The common training of physicians focuses instead on fighting disease, treating this goal as a problem to be solved while remaining detached, but this approach has the potential to obscure the patient and his goals as an individual. Genome Sciences, as saying that " [d] eath is a series of preventable diseases" and arguing that research "should not, even implicitly, have eradication of death as its goal" because it supplants emphasis on the importance of relieving suffering at the end of life and it "promotes the idea among the public and physicians that death represents a failure of medicine").
See generally
VOLUmVE 25 caught on quickly in hospitals. 124 While the specialty has spread widely, the practice of palliative care and its integration with therapeutic care are often perceived to be very much at odds with the cure-at-allcosts approach to care prevalent in American medical training and practice.
1 25 With these challenges in mind, medical schools and health care institutions must make greater efforts to facilitate integrated palliative and therapeutic care through a combination of physician training, payment incentives, and institutional protocols to provide timely and robust palliative care services. A variety of guidelines and protocols have been published or are in development to assist at the institutional level. For example, one professional association has published a report to guide hospital ICUs in responding to the palliative care needs of the sickest patients.1 2 6 There are also good resources to guide nonpalliative care specialists when addressing distressing symptoms in their seriously ill patients, 127 and these are particularly important given that access to specialized palliative care is uneven and in some places unavailable. 128 In addition to training physicians directly about the nature of palliative care and the importance of introducing this care early in the treatment of seriously ill patients, educational and health care institutions and professional societies may encourage the utilization of palli-ative care through the recent move toward training in interprofessional practice. Training in interprofessional practice refers to a relatively recent effort to train professionals of different health-related professions to collaborate in order to deliver high-quality health care. 129 As defined by the World Health Organization, interprofessionalism, or collaborative medical practice among different health-related specialties, "happens when multiple health workers from different professional backgrounds work together with patients, families, carers and communities to deliver the highest quality of care."o 30 Relevant health professionals can include physicians, nurses, pharmacists, dentists, experts in public health, and more. Recent efforts to promote an interprofessional approach to health care focus on educating students in the health professions to work together across fields in order to exchange and build on shared and specialized competencies.1"' Many end-of-life care programs already are team-based. For example, the "Dignity-Driven Decision Making" model aims to improve technical quality of care (including patient and family experience), while also improving population health and reducing costs.1 32 Similarly, the Coalition to Transform Advanced Care seeks to improve models for the delivery of care to people with advanced illness." In a more targeted sense, the "Respecting Choices" program improves palliative care by promoting community-wide advance care planning.34 Interprofessional education celebrates and prepares students to embrace the team-based approach that characterizes palliative care, especially hospice. The very essence of palliative care is its multi- professional, interdisciplinary teamwork.' The Medicare hospice regulations driving payment for and structure of hospice care require that it provide not only physician and nursing services but also drugs, medical supplies, short-term inpatient and respite care, homemaker and home health aide services, counseling, social work services, and physical, occupational, and speech/language therapy.
13 6 Palliative care is the optimal vehicle for educators to use to achieve the core competencies of interprofessional collaborative practice, not only among health care professional students but also with students in such varied professions as chaplaincy and social work. Payment policy reflects and intersects with the interprofessonalism education movement, through its recent movement away from traditional fee-for-service practice and toward value-based practice. Both accountable care organizations (ACOs) and patient-centered medical homes (PCMHs) illustrate the point. ACOs are voluntarily organized groups of physicians and other health care professionals, and perhaps health care institutions, which take on not only the task of caring for patients but also some of the financial risk attendant to seeking payment for that care.'3M Because of the financial risk they assume, ACOs are incentivized to better coordinate health care, thus improving the timeliness of various health procedures while avoiding unnecessary care and reducing the risk of iatrogenesis.
1 3 9 By definition, they require the ability to work with professionals of all sorts to best coordinate patients' care. PCMHs tend to structure payment on a fee-for service basis.
142 At least one major academic medical center has reported positive cost and quality outcomes after incorporating palliative care into its outpatient academic family medicine patient-centered medical home.
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Incorporation of palliative care into ACOs and PCMHs thus illustrates the operation of an interprofessional, team-based practice within a corporate structure that itself requires interprofessional teamwork. Palliative care supports both of the primary goals of those corporate structures: improving quality and reducing cost.'" For example, a retrospective study of decedents who had been patients of an ACO within three New York counties demonstrated that patients enrolled in the ACO's home-based palliative care program experienced fewer hospital admissions, more frequently enrolled in hospice care, and generated significantly less total Medicare cost than patients in the ACO who were not enrolled in that program. 145 Importantly, giv- (provid- ing that now all patients want to die at home and noting, "a peaceful, accepted death, at home with family present" is "a white, middle class death"). As with many issues surrounding death and dying, cultural background may influence VOLUME 25 en that most Americans wish to die at home,'" 87% of patients in the program died at home, thus presumably in the location and the manner they wished. 147 Separately, a meta-analysis of a series of random- care medical-legal partnerships, for example, has described a case in which a terminally ill cancer patient expressed extreme concern about the well-being of her daughter after her death.5' The palliative care team involved legal counsel in the MLP, and counsel was able to ease the patient's concerns by having the patient's parents named as her child's temporary guardian, with an eye toward permanent guardianship after the patient's death. 1 " The patient told her care team that she felt "deep relief" that her child would be safe after her death and died about a week later.'" The MLP attorney ensured that her parents became the child's permanent guardians after the patient's death.
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Attorneys in MLPs have been able to ease patients' existential pain by handling such arrangements for minor children, applications for disability benefits and food stamps, health insurance coverage disputes, and execution of advance directives and wills, among other matters.
1 " In a study described as the first "to examine if MLP services can reduce perceived stress and concerns of patients in a familymedicine-based patient-centered medical home," researchers at an MLP within an academic medical center found "large improvements in both well-being and perceived stress scores after receipt of legal intervention." 159 Even after accounting for other stressors in the patients' lives during the time period studied, the researchers described the re- 
C. Eliminating the Artificial Payment Distinction
The appropriate use of palliative care and timely transition to hospice for terminally ill patients thus makes good clinical and business sense, but the medical profession and educational institutions must invest in increased training and development of the ability to work interprofessionally to fully embrace it. Health care payment policy changes also are in order. CMS's approval of billing codes for advance care planning sessions establishes a significant precedent. By acknowledging that advance care planning is a valuable part of medical practice, worthy of being reimbursed, CMS has acknowledged the importance of honesty in physician-patient communication about impending death, and of health care professional facilitation of planning for the end of life.
CMS should proceed further in transforming billing and coding, in recognition of research indicating that "[r]eimbursement processes can both enable and impede care delivery across different regions and populations."" For example, to facilitate the provision of palliative care even as therapy proceeds, institutions operating on a fee-forservice model should be able to bill for the services of affiliated pro- fessionals such as chaplains and social workers,'s who form an integral part of palliative care teams. The same is true regarding billing for such non-medical professional services as part of outpatient palliative care. One way to do this is to authorize billing codes for those services, while another way would be to bundle those services into a comprehensive code. The point is that we should patch such holes in the fabric of our reimbursement system, or even better, weave a comprehensive tapestry of palliative care service billing for health care professionals and all members of the requisite interprofessional team. Finally, in order to facilitate the interdisciplinary teamwork approach to palliative and therapeutic care described above, it will also be necessary to amend laws affecting payment to eliminate the artificial dichotomy between therapeutic or palliative and hospice care. The ACA authorized demonstration projects designed to do just that, which are currently ongoing. " All covered palliative care concurrently with curative treatment, in the name of beginning to provide the benefits of palliative care earlier in the disease process.
The results of these studies provided strong evidence in support of the concurrent care demonstration programs ACA has authorized. Both clinical and economic benefits were observed. First, eliminating the false dichotomy in payment between curative treatment and palliative care helps eliminate provider confusion and patient hope-fueled reluctance to elect hospice care." Second, it "may encourage hospice utilization in racial and ethnic groups that have not traditionally embraced hospice care." 174 The program in San Francisco, for example, involved three groups of terminally ill patients: those participating in the program being studied, those receiving the usual care from the same home healthcare workers as the first group (Usual Group 1), and those receiving the usual care from a different group of health care workers (Usual Group 2). Supplementing this clinical data is evidence that concurrent care is cost-effective. The Aetna researchers discovered that patients exposed to palliative care earlier in the disease process used hospice care more than others and that utilization of acute and critical care decreased among study participants. 182 The cost of care for the patients in the Southern California study control group was almost double that of the patients with early access, while the patients with early access were significantly more satisfied with their care than the others were.
1 " Most hospitals and other facilities incorporating hospice among their services face greater and greater financial stress in today's health care system, so both they and health care payors should welcome concurrent care as a way to reduce health care costs while providing high-quality care. Even better, value-based purchasing, widely agreed to be the future of health care payment, incentivizes the provision of better health care, achieved here by the above-described reductions in stress, anxiety, and associated conditions, and the resulting longer life of better quality, that accompanies concurrent care.
IV. Conclusion
Approaching the end of life after suffering through the terminal phase of an illness should not resemble falling off a cliff to drop precipitously to death. Today's health care system is characterized by overutilization of iatrogenically harmful therapeutic interventions near the end of life, long past the time when those interventions do more good than harm to both body and soul. As a result, far too many patients access the multiple benefits of palliative care, especially hospice care, only when they are on the precipice of death. Inadequate training in discussing terminal prognoses and care options combines with a desire to avoid the appearance of patient abandonment, leaving physicians uncertain about how to proceed when facing patients with terminal illnesses and their families.
To improve the process of dying for both patients and providers, our health care system should train and incentivize health care professionals to progress seamlessly from therapeutic interventions through timely palliative and hospice care, to inevitable death. Medical and continuing medical education should increase the focus on developing the skill of discussing "bad news," including terminal prognoses and end-of-life choices, with patients and their families. Such education should incorporate and build upon nascent efforts to ensure that students in the health professions are prepared for interprofessional practice, respecting and collaborating closely in team-based treatment, including palliative care, and including attorneys as part of medicallegal partnerships when appropriate.
Finally, CMS should do what it can to improve the fractured and complex Medicare billing and coding system also utilized by private insurers. Approval of billing codes for advance care planning discussions represents a good start. Future initiatives should include efforts to facilitate the provision of care in interprofessional teams including professionals other than medical personnel in order to help patients and families navigate the complex health care system with as much assurance and minimized stress as possible. Most important on the immediate horizon is the authorization of reimbursement for concurrent care, or open-access hospice after analyzing the results of current Medicare demonstration projects. Elimination of billing distinctions such as the artificial border between fee-for-service therapeutic and palliative care and per diem hospice care will go a long way toward the ultimate goal: the smoothest path possible from diagnosis to death.
